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Aim
The aim of this chapter is to enable all advanced practitioners to work confidently and effectively with clients who are impacted either in the short or long term by issues with their mental health or who are autistic and/or have an intellectual disability (ID). It will also provide a foundation for further thinking and work in these areas. All of these groups are known to experience health inequalities and poorer health outcomes than the general population and are often confronted with discriminatory attitudes. This chapter will support advanced practitioners to consider their own and others’ attitudes to these client groups and advocate/challenge these views if necessary to ensure that the specific needs of these client populations are met.
Learning Outcomes
After reading this chapter the reader will:
1. Understand the importance of their own mental health; diagnostic overshadowing and potential unconscious/cognitive bias.
2. Revisit existing skills and elevate your communication skills in relation to these specific client groups. 
3. Be able to undertake an adult holistic mental health assessment in a biopsychosocial framework, including a mental state examination and a risk assessment specific to clients presenting with mental health issues. (Child and Adolescent mental health presentations tips are included as a separate entity). 
4. Understand the issues affecting assessment of autistic people and/or learning disabilities
5. Be able to implement simple strategies to improve assessment experience and effectiveness for autistic people and people with learning disabilities
Introduction
This chapter can only introduce the salient points for these client populations very briefly and it is hoped it will offer a foundation for further and continuing thinking about how they are worked with in your service(s). 
Mental health issues occur on a spectrum, and they affect all of us. We all work in relation to other. Understanding your own mental health and your attitudes and beliefs around mental illness/disorders is a vital component of working with those who are known to have or present with mental health issues. We all get anxious, stressed, sad or low at times. It is the degree of how much these issues impact on your life that determines whether professional or other support is needed. 
In working with clients with mental health issues, it is important to have a high degree of self-awareness, particularly around the impact their mental health has on you and the interaction this has with your own mental health. It is not within the scope of this chapter to go into detail as to how you can do this, but simply connecting to how to are feeling day to day and being aware of changes to your mental health (often, but not always, in reaction to external events) and the use of supervision in the workplace around the impact of the work is a good place to start. 
Similarly, when we are working with autistic people and people with a learning disability, we need to come from a place of self-awareness, understanding the similarities between neurotypical understandings and perceptions and neurodiverse experiences in order to appreciate the experiences of the individuals that we are supporting. 
Work with these oftimes disenfranchised groups needs to come from a place of deep respect for them and their often traumatic experiences, acknowledging the value of these experiences and the intrinsic worth of that individual.
Parity of Esteem
Parity of esteem in relation to mental health was enshrined in law in the Health and Social Care Act 2012. (Baker & Gheera, 2020). It highlights the need to give equal value to both mental and physical health and stemmed from the mortality gap that had been identified, in which people with mental illnesses were dying 15-20 years before the general population. (Centre for Mental Health, 2013). There are many reasons for this that include both discrimination and stigma; unconscious bias and inadequate funding. (RCN, 2019). The improvement required to achieve parity of esteem is a big undertaking. Awareness and acknowledgement of these issues is a good place to start, again further reading is recommended.  
Diagnostic overshadowing and unconscious bias
Another important issue to be aware of in relation to mental health is diagnostic
 overshadowing. This is a term that originally came from the field of Learning
 Disabilities, which is discussed later in the chapter in relation to challenging
 behaviour. Diagnostic overshadowing has been described as the tendency to attribute all
 behavioural, emotional and social issues to a certain diagnosis while other issues are not
 considered. Diagnostic overshadowing can also occur when symptoms of physical illness
 are attributed to the service user’s mental illness. As a result, people get inadequate
 diagnosis or treatment of their overall condition (Jones et. al, 2008). This has been a
 significant contributor to the previously mentioned mortality gap.
As unconscious bias which can contribute to diagnostic overshadowing, it is worth having
 some awareness of this. 
Lang (2019) describes two types of bias:
Conscious bias, or explicit bias. This is intentional — you are aware of your attitudes and the
 behaviours that result from them.
Unconscious Bias, or implicit cognitive bias. This represents the set of biases that are
 unintentional — you are not aware of your attitudes and the behaviours that result from 
them (Lang, 2019).
Unconscious bias functions below the level of consciousness and is evolutionary in nature
 when speed was more important than accuracy, leading to information processing
 shortcuts. They are associated with amongst other things stereotypes, social influence and
 emotional and moral motivation. It requires work and self-awareness to identify them in
 yourself, and in others, as they can also be institutional and societal. There are numerous
 identified unconscious bias and we recommend you become more familiar with them, as
 this will allow you to identify the bias(es) that you or your colleagues/service may be most
 prone to. Examples of unconscious bias are:
Ascertainment Bias: we see what we expect to see like a self-fulfilling prophecy. This can be
 linked to diagnostic overshadowing.
Confirmation Bias: we look for information that confirms what we suspect/think and
 disregard information that does not fit the picture. 
Some facts on Mental Health and Ethnicity
Black men are more likely to have experienced a psychotic disorder in the last year than White men.
Black people are four times more likely to be detained under the Mental Health Act than White people
older South Asian women are an at-risk group for suicide
refugees and asylum seekers are more likely to experience mental health problems than the general population, including higher rates of depression, anxiety and Post Traumatic Stress Disorder (PTSD).
Some groups have better mental health. 
people of Indian, Pakistani and African-Caribbean origin showed higher levels of mental wellbeing than other ethnic groups.
suicidal thoughts and self-harm were less common in Asian people than White people.
mental ill-health is lower among Chinese people than White people.
(MIND, 2021).
The caveat to this is there may be under-reportage from some communities, perhaps
 amongst other issues in relation to stigma and different cultural perceptions of mental
 illness.  
Communication
Working with these client groups requires an expert communicator, with high level interpersonal skills. We have already touched on self-awareness and will now look at the basic principles of therapeutic communication and specific skills to think about in communicating with clients who have ASD and/or ID or who are mentally unwell.
Therapeutic Communication
 It can be difficult to define therapeutic communication precisely; van Servellan (1997) defines therapeutic communication in this way: “interpersonal exchange, using verbal and non-verbal messages, that culminates in someone’s being helped to overcome stress, anxiety, fear, or other emotional experiences that cause distress.” (van Servallen, 1997, p.30). This could describe any client in our service(s) therefore, therapeutic communication should underpin all our communication in healthcare settings. 
For the purposes of this chapter, we will re-introduce some of the basic principles of therapeutic communication.
Epstein et. al (2000) have suggested that all therapeutic communication is based on a therapeutic relationship with the client, which is determined by your therapeutic use of self, Therapeutic use of self is the ability to use your personality consciously and in full awareness to establish a relationship with your client. 
Therapeutic communication always has a context. Things to be aware of in yourself and if possible, your client, are your/their values, attitudes and beliefs; culture and spirituality; gender, social status, age and developmental level. (Epstein et. al, 2000). These all determine how you both will interact and react to each other.  
Some particular techniques for therapeutic communication include:
providing rationale, open ended questioning, active listening techniques, non-verbal and verbal cues to continue the conversation, reflecting, exploring feeling tones, silence, clarification, non-verbal communication through expression, stance, and gestures, summarizing. (Sharma and Gupta, updated Feb. 2022)
Specific Issues in communication clients with ASD/ID 
Communication is key when assessing a person with autism or with a learning disability. Where people use language, it is important to remember to keep our language simple, and to slow down our speech. It is likely that the person you are communicating with is anxious, which will impact their ability to take in and understand information, even if they are usually able to. 
Easy-read guides, such as those available through EasyHealth can help. These are free resources and mean that your patient can take information away with them to digest in their own time. 
Writing things down, drawing pictures or diagrams can also help, as can using any visual communication method. Body Maps are a good example – these can help a person to point to a picture and show you where something hurts, rather than having to try and describe it. Some people may use a signing system such as Makaton or Signalong and may want to bring a supporter who can help them to communicate in this or any other way.
Since this takes time, you may wish to consider double appointments, and appointments at the beginning of a clinic, where the person won’t have to wait for so long. 
The most important thing is a willingness to communicate, to listen to behaviour and clinical signs and symptoms as well as words, and to adapt to meet that individual’s needs.
Clinical investigations 
Mental Health Screening tools 
There are a multitude of screening tools that can be used in the assessment of mental health issues and as a pointer to further services including specialist services if required. The two most commonly used screening tools, which you may be familiar with are the Generalised Anxiety Disorder 7 (GAD 7) and the Patient Health Questionnaire 9 (PHQ 9). The first screens for symptoms of anxiety and the second for depression. Depression is said to be the predominant mental health issue worldwide, followed by anxiety. (Vos et. al. 2013). If you or service choose to use screening tools, you must ensure there is a clinical governance structure around them, including prescribed actions in relation to any score. 
Holistic Mental Health Assessment
Whilst we are focusing on holistic assessment in mental health, I would also like to suggest that all assessments should be/are holistic, as we work with an individual person and their systems, both internal and external, which impacts on their health presentation(s), hence the use of a biopsychosocial framework as a basis for assessment. 
The biopsychosocial framework offers a basis for understanding the impact of an illness presentation whether acute or chronic on a person’s life and how that may be expressed in the biological, psychological and social domains. This allows for a more in depth understanding and synthesis of information gathered to inform the formulation of the person’s difficulties and leads directly to a more targeted specific management plan. 
This use of the biopsychosocial model in mental health has more recently been supported in the proposed Research Domain Criteria (RDoC) by the National Institute of Mental Health (NIMH) as part of a framework for research into mental health which brings both physical and mental health together, rather than looking at them separately which has been an issue in the past. (Bolton & Gillett, 2019) 
To undertake holistic assessments in mental health within a biopsychosocial framework it necessary to consider the following: 
· Interpersonal skills and therapeutic communication, which we have looked at in more detail earlier in the chapter.
· The purpose of the assessment and any limitations to what you and your service can offer. 
Some useful questions to think about before undertaking a mental health assessment are contained in this short precis below: 
WHY
This is usually based on information from the referrer and/or carers or other agencies Consider does the person knows they have been referred? why have they been referred now? Triggers? What is the level of risk? Do they have a communication issue? 
WHAT
What is the aim of the assessment? Is it an emergency? Are you assessing whether the person can be treated at your service or for treatment elsewhere? 
WHERE?
Where will the assessment take place? Your service, home, online? Risk in relation to environment should be considered here. 
WHO?
Who should undertake the assessment? Should it be a joint assessment? Should parents/carers be there? Do you need an interpreter? 
WHEN?
This is based on local definitions of timelines for emergencies: emergency; urgent; routine?
(Garlick & Rhodes, 2011)  
Other issues to consider in a mental health assessment include: 
· Whether your service has a local protocol for conducting a mental health assessment.
· The reason for referral including the person being referred/referrer/carer’s perception of why they have been referred as appropriate, particularly in relation to how much you involve a carer. 
· Individual information including personal history, spiritual beliefs and cultural practices
· Mental and Physical Health history past and current including medication
· Substance use
· Current Social Circumstances 
· Synthesis and formulation
All mental health assessments must include a Mental State Examination (MSE) 
Ten Point Guide to Mental State Examination 
Examples of what to look for in each category:
Appearance: posture, gait, dress, self-care, physical health
Behaviour: Facial expression, eye contact
Speech: rate and flow, volume
Mood: how does the patient describe how they are feeling?
Affect: Patients' expression, what you observe
Thoughts: what does the patient talk about? Any abnormalities?
Perception: consider the presence of hallucinations
Cognition: an awareness of self and environment, do they know what day it is etc. 
Insight: do they recognise and understand their experiences? what is their understanding of the problem?
Clinical Judgement and risk assessment: Summarise your findings including an assessment of risk.
(Hufton et. al. 2022) 
Risk assessment mental health
Risk assessment is an essential and intrinsic component of any mental health assessment. 
There are three primary risks to consider in a mental health assessment:
· Risk to self (Self harm, suicidality, neglect, substance use etc.)
· Risk to other (violence)
· Risk from other (safeguarding). This is the risk that gets overlooked the most in a mental health presentation. It needs to be remembered that these are vulnerable adults and safeguarding must always be considered.
· RED FLAGS
Taken from the UK Mental Health Triage Scale
Emergency
Current actions endangering self or others
Overdose / suicide attempt / violent aggression
Possession of a weapon
Suicide
Very High Risk
Acute suicidal ideation or risk of harm to others with clear plan or means 
Ongoing history of self harm or aggression with intent
Very high risk behaviour associated with perceptual or thought disturbance, delirium, 
dementia, or impaired impulse control
High Risk
Suicidal ideation with no plan or ongoing history of suicidal ideas with possible intent
Rapidly increasing symptoms of psychosis and/or severe mood disorder 
High risk behaviour associated with perceptual or thought disturbance, delirium, dementia, or impaired impulse control
Overt / unprovoked aggression in care home or hospital ward setting
Wandering at night (community)
Vulnerable isolation or abuse
Moderate Risk
Significant patient / carer distress associated with severe mental illness (but not suicidal) Absent insight /early symptoms of psychosis 
Resistive aggression / obstructed care delivery 
Wandering (hospital) or during the day (community) 
Isolation / failing carer or known situation requiring priority intervention or assessment
(Sands et. al., 2016)
TIPS for assessing:
Children and Young People (CYP) presenting with mental health issues.
It is not within the scope of this chapter to go into detail here, but you should always assess a young person in the context of their wider systems (family, school etc.) and genograms are a very useful way to obtain a history and identify patterns. A genogram is a diagram outlining the history of the behavior patterns (e.g. divorce or suicide) of a family over several generations. (Merriam Webster, 2022). They are a useful tool to engage the family with their story and to highlight both mental and physical health issues generationally. 
Assessing Autistic People
Autism is a lifelong condition believed to be caused by a diverse range of neurological differences, which result in characteristic social interaction and communication difficulties, as well as restricted and repetitive behaviours. We often hear autism described as a “spectrum” meaning that there are wide ranging severities and symptoms, characterized by social communication deficits and restricted, repetitive and inflexible patterns of behaviour, interests or activities. Sensory processing issues are also a recognised part of the condition (Fernandez-Prieto et al 2021).  This can make carrying out a clinical assessment and history taking more complex. 
It should be borne in mind that some, though not all, autistic people also have a learning disability (see below), which will also impact their understanding and communication skills. 
Autistic people experience the full range of physical and mental illnesses as the general population, and although research into the health of autistic people is limited, there is evidence that there is a greater prevalence of physical and mental health comorbidity in this group (Sala et al 2020, Cashin 2018). Autistic children seem to be more likely to be overweight and obese than their neurotypical peers, and have higher rates of CNS anomalies, bowel disease, diabetes and epilepsy than their neurotypical peers (Kohane et al 2012).  The autistic adult population shows increased prevalence of constipation, epilepsy, sleep disorders, and psychiatric disorders. Rates of hyperlipidaemia and hypertension are also increased, however this group receive less treatment for the conditions (Cashin 2018). Some studies also show increased hospitalisations and surgeries (Jones et al 2015), which could indicate that symptoms have been overlooked in their earlier stages, due to communication difficulties and/or diagnostic overshadowing, which we have addressed earlier in the chapter.  
People with autism often live with anxiety (Spain et al 2018) and are more likely to live with some mental health conditions such as anxiety disorders, depression, and schizophrenia (Hollocks et al 2019, Zeng et al 2019, Cashin 2018. Kohane 2012).
Although the physical and mental conditions experienced by autistic people are the same as in the general population, albeit with differing prevalence in some cases, symptoms may present atypically. 
Evidence suggests that people with autism respond to pain atypically, being hyposensitive in some instances and not recognising or responding to illness or injury, and hypersensitive in others, experiencing extreme pain in response to a stimulus that would not cause such a response in a neurotypical person (Liu et al 2020). The combination of these atypical responses, combined with difficulties in communication can make it difficult for a clinician to assess pain effectively. 
Clinical observation is key – an autistic person may respond to being asked “how are you feeling?” by saying that they are “OK”, but appear pale, clammy, and have a resting pulse rate of 120. In this instance, clearly, further investigation is required.
Asking more direct questions, such as “Do you have pain?” and “Where is the pain?” may help if the patient communicates verbally.
If they do not, then attention needs to be paid to their behaviour, and in particular and observed behaviour change. Family and carers are a good source of information, and their input should be sought. 
Stereotypical and self-injurious behaviours can also be a sign of an underlying physical health problem (Summers et al 2017). Unfortunately, these behaviours are sometimes erroneously attributed solely to the person having autism, and the person is left with untreated illness or pain. 
Whether or not it is because of hyposensitivity to pain, atypical pain expression or issues with social skills and communicating pain, the fact remains that this can impede diagnosis and lead to poorer health outcomes for this group. 
One of the ways that this can be addressed is by expanding clinicians’ knowledge and understanding of autism, so that they are prepared or these issues.
Various pain assessment tools are available to support practitioners in assessing pain and discomfort. These use clinician or carer reports to observe and assess behavioural manifestations of pain, such as facial expressions, vocalisations, body movements etc. The NCCP-R is one such tool which has been validated for children with autism (Courtemanche et al 2016). The r_ FLACC is another tool which can be used with autistic children (Dubois et al 2017). Although at the time of writing, there is no validated tool specifically for children with autism, these tools can still be effective in as much as they focus the clinician on the need to look for more than verbal confirmation of pain or illness, and to consider behaviour as well as description in their assessment.
For adults, the NCAPC has been used effectively (Garcia-Villamisar et al 2019); this too uses non-verbal pain responses.
Clinical observations of physiological responses to pain and distress, such as heart rate, blood pressure, O2 saturation, and respiratory rate should be combined with this information to support a thorough assessment (Liu et al 2020).
The effect of anxiety on the individual’s ability to engage with assessment should not be underrated. As well as exacerbating pain, anxiety can further limit any individual’s ability to communicate effectively. This effect is amplified for people with autism, who are likely to find the events before and during a clinical assessment difficult. 
Small considerations and changes can be very useful in relieving some of this anxiety. For instance, familiarising people with the room either with a visit, photos or videos before the assessment, meeting the clinician beforehand, ensuring that waiting time is limited (the first appointment of the day or after lunch perhaps), and holding the assessment in a quiet, calm environment can all contribute to a successful outcome. 
The use of alternative communication methods, such as socials stories and simple (perhaps easy-read for some) written information to prepare for a visit can be useful. 
In the assessment, using pictures, signs and symbols can help people who have a learning disability as well as autism. Body maps are a useful tool to aid people in pinpointing and communicating pain.
These are simple strategies but require the clinician to understand the individual and to make reasonable adjustments to their practice that are suitable to that particular person. Again, information from carers and family can be particularly useful here.
As previously discussed, mental health also needs consideration when assessing an autistic individual. The PAC (Psychiatric Autism Checklist) (Helvershou et al 2009) has been found to be useful in identifying autistic adults who need psychiatric services. This again relies on carers and family members providing reports on which the clinicians base their assessment. 
Finally, the environment in which the assessment is undertaken should be carefully considered in light of the sensory processing issues that autistic people experience. Busy, noisy, cluttered, bright environments are likely to be overwhelming and lead to additional stress, making assessment harder for the clinician and very unpleasant or even painful for the patient. Consider making simple changes to the environment, such as shutting doors or blinds to eliminate noise or glare or find a quiet spot. Double appointments to allow extra time, and appointments at the beginning of a clinic where there will be little waiting could be arranged. All of these things would be considered reasonable adjustments under the Equality Act (2010).
LD Assessment
There is considerable overlap between autism and learning disability, although the exact prevalence rates are hard to establish (Dunn et al 2019), there is consensus that there is considerable overlap between the 2 populations. 
As such, many of the considerations discussed above for autistic people will also apply to those with a learning disability. Information about the specific health issues of people with autism is relatively new, however decades of research has highlighted the health inequalities and premature deaths experienced by people with a learning disability (Perera et al 2020)
The most recent information at the time of this publication from LEDER (the Learning Disability Mortality Review) suggests that the median age at death for people with learning disabilities  was 23 years younger for males and 27 years younger for females, and that preventable deaths are more prevalent (LEDER 2020).The 2019 “Action from Learning” LeDeR report (NHS England 2019) cites sepsis, cancer, constipation, dysphagia as focus areas, so it makes sense to be particularly aware of the signs and symptoms associated with these conditions when assessing people with a learning disability.
Various early warning tools have been developed in recent years to flag sepsis. The NEWS 2 is one of the more widely used scales, providing a risk score based on clinical observations. However, the data required to assess risk may be difficult to assess in people with a learning disability, particularly in those with a more severe disability. It is also difficult to assess the level of consciousness if the persons normal level of communication and cognitive abilities are not known, and any monitoring of oxygen saturation may be skewed if the patient with learning disabilities is not able to use an oxygen enrichment device consistently. As a result, the “STOP AnD WATCH” tool was developed to monitor “soft signs” of sepsis. This tool recognises that most people with a learning disability are supported by social care staff or family, who may not have the medical knowledge to use an early warning scale such as the NEWS 2, but are likely to know the person well, and know that something isn’t right. 
Seems different than usual 
Talks or communicates less than usual 
Overall needs more help than usual 
Participated in activities less than usual
Ate less than usual (not because of dislike of food) 
Drank less than usual 
Weight change Agitated or nervous more than usual 
Tired, weak, confused or drowsy
 Change in skin colour or condition
 Help with walking, transferring or toileting more than usual
Cancer rates are still lower than in the general population, although there is suggestion that this could be due to under or late diagnosis, or relatively lower rates of smoking and drinking (Perera et al 2020, Weill et al 2018). Gastrointestinal disorders, including GI cancers, however, seem to have a higher prevalence int his group, and this should be borne in mind when assessing people with a learning disability, especially if they present with GI symptoms. There is currently a national focus on the early detection of cancers in the general population, and this much be extended to those with a learning disability too. This can be challenging when assessing a person with a more severe learning disability where we cannot rely on self-report. The concerns of families and carers should be listened too and their concerns regarding behaviour change or a “feeling that something is wrong” should  be taken seriously. There is a tendency in the medical professions to assume that people with learning disabilities will not be compliant with tests or investigations when this need not be the case. With the right support for the local learning disability nursing team, this can be overcome to ensure that people with learning disabilities are able to access health investigations and treatments equitably.
Constipation is a significant issue for people with learning disabilities, and is particularly associated with cerebral palsy and immobility, as well as poor diet and fluid intake, particularly or those with dysphagia (Robertson et al 2018, Maslen et al 2022). It is a cause of preventable hospitalisation, and if not treated can lead, and has led, to death (LEDER 2020). Once more, when assessing a person with a learning disability, non-verbal signs and symptoms of discomfort should be considered as well as clinical signs. Some of these will be more obvious, such as infrequent bowel movements, hard, dry stools, discomfort or pain passing a stool, abdominal bloating, pain or discomfort. In a person who does not use words to communicate, there may be behaviour change, or they may try to remove faeces from the rectum manually, so faeces under the fingernails, or wiped in unusual places should also be considered a potential symptom. 
Red flags
Dysphagia is linked to constipation, as it may contribute to sub-optimal dietary and fluid intake. It is also implicated in aspiration pneumonia, which is a significant cause of death in the learning disabled population (LEDER 2020). There is an increased prevalence of eating, drinking and swallowing difficulties in the LD population. More severe LD, cerebral palsy and Down’s Syndrome are associated with increased rates of dysphagia (Roberston et. al. 2017). Dysphagia has long been acknowledged as a health risk or people with learning disabilities, leading to choking and death (PHE, 2016). It is also a significant contributing factor to deaths caused by aspiration pneumonia – a leading cause of death among people with learning disabilities (CIPOLD, 2019). It is therefore important to recognise and act on symptoms and , involve speech and language professionals for assessment and support as neccessary. Symptoms can include: 
not being able to swallow
pain while swallowing  
bringing food back up  
coughing or choking when eating
coughing or gagging when swallowing
a sensation that food is stuck in the throat or chest
unexplained weight loss
developing repeated and frequent lung infections (pneumonia)
Coughing/choking when eating/drinking  
Wet or gurgly breathing and voice after swallowing  
Frequent chest infections  
Change in colour when eating and drinking  
Watering eyes when eating and drinking 
Breathlessness after swallowing  
Vomiting regularly after eating/drinking  
Refusing food/drink  
Distress when eating/drinking 
Failure to recognise and act upon these symptoms can lead to serious health issues and death, so knowledge of them is crucial.  
Respiratory conditions remain a leading cause of death, and more importantly a leading cause of preventable death in the LD population (CIPOLD date). This links with the higher dysphagia rate, since aspiration pneumonia is a notable contributing factor in respiratory deaths, and some notable Serious Case reviews. Practitioners need to be aware of the potential seriousness of respiratory conditions for this group, and to look for underlying causes, rather than simply treating the pneumonia/infection. 
Diabetes is estimated to be twice as common in people with learning disabilities compared to the general population. People with learning disabilities are also more likely to be admitted to hospital with complications of diabetes. This is likely to be linked to higher obesity rates, and the prescription of anti-psychotic medications, poor diet and poor self management skills (House et al 2018). 
Patients who are mentally unwell, are autistic or have a learning disability my not be able to self-report symptoms verbally, so clinicians will need to be aware of behaviour changes and physical observations that could indicate diabetes, such as increased fatigue/lethargy, changes to drinking and toileting patterns etc.
A note on Challenging Behaviour
The pain or discomfort caused by physical conditions, injury or ill health is recognised in the literature as being expressed through behaviour, and sometimes as challenging behaviour. (de Winter et al 2011, de Knegt 2013). 
Unfortunately, this is sometimes misunderstood or ignored, attributed to being “ just what people with learning disabilities do”. This of course is not the case and can be dangerous.  This is termed “diagnostic overshadowing” and has been acknowledged as a contributory factor in health inequality and the premature deaths of people with learning and intellectual disabilities for some years (Doody and Bailey (2017) Mencap (2012), Mencap (2007) Michael (2008)). This has also been discussed in relation to mental health earlier in the chapter. As such, it is vital that behaviour change, or exacerbated challenging behaviour is considered to be a potential indicator of pain or ill health (Doody and Bailey (2017), Breau and Camfield (2011), Findlay et al. (2015)), and a full physical health assessment should be carried out to rule out any physical cause. 
Evidence suggests that mental illnesses are more common in people with learning and intellectual disabilities, with some studies suggesting that it is twice as prevalent (Cooper et al., 2007; Emerson & Hatton, 2007; Hatton et al. 2017; McCarron et al. 2017). Symptoms of mental ill health can be difficult to spot in people with learning and intellectual disabilities, and those with autism, especially where people do not use speech or there are communication issues. It is easy for mental illness to be overlooked, or for diagnostic overshadowing to come into play. For this reason, mental health checking should be integral to overall health checking and should also be considered as part of the overall plan to support individuals with challenging behaviour, particularly if there has been behaviour change. 
Case Scenarios 
Mental Health
M is a 30 year old single lady who lives alone. 
She works as a secretary. She was admitted to an acute psychiatric ward after being found singing loudly in a neighbour’s garden dressed only in her nightclothes.
Her neighbours reported that she had not been herself since breaking up with her boyfriend two weeks ago. She had become verbally aggressive and started asking them to join her plan to save the world. She had also started playing loud music during the night which had led to a visit by the police.
She was admitted to a psychiatric unit 2 years ago following an overdose of an antidepressant. She was seen by a psychiatrist in the community 10 months ago when she was reported to be “very happy and overfamiliar with strangers in the street.” She was prescribed lithium but did not take it regularly.
Her mother, who committed suicide when M was 15 years old, according to her father, experienced similar problems to M in her life.
· What are the risks relating to violence, self-harm/suicide and self-neglect in this case?
· What factors may increase the risk of violence, self-harm/suicide and self-neglect.
· What are the current and potential risks?
· What would a risk management plan look like?
Learning Disability
Lydia is a 47 year old white British Woman with who is autistic and has a severe learning disability. She does not use words to communicate, but will lead staf to what she wants, and make sounds to indicate her mood.
Linda has no family supporting her, but lives with 2 other people with learning disabilities and is supported by a team of social care support workers. 
Her team have been worried about her for some time, as she has seemed “out of sorts” for some months. They have taken her to the GP, who has not ordered any tests, and has said she probably has had a virus. 
Linda’s symptoms are as follows:
Increased unhappy/distressed sounds
Reluctance/refusal to engage with preferred activities
Decreased appetite and weight loss
Abdominal bloating
Increased incontinence of urine
Irregular periods
· What might be the potential causes of her symptoms?
· What should happen next?
Learning event LD 
Look at the following resource about supporting people with learning disability and diabetes.  
Diabetes UK - How to make reasonable adjustments to diabetes care for adults with a learning disability.pdf 
Diabetes UK - How to make reasonable adjustments to diabetes care for adults with a learning disability.pdf
Do you know if any of these adjustments are in place at your local diabetes service? 
Would the reasonable adjustments they describe apply to your place of work? 
What would a similar guide for your place of work look like? 

Learning Event Mental Health
To take part in World Mental Health Day. 
World Mental Health Day is run by the  World Federation for Mental Health. It occurs
 with a different theme each October. This year’s theme (2022) is: ‘Make mental 
health and wellbeing for all a  global priority’.
Mental Health UK are partnering with ITN Productions Industry News to produce
 Play Your Part, a digital news-style programme highlighting how everyone has a
 role to play when it comes to the future of mental health.
Mental Health UK states 

“The programme will raise awareness around the cost-of-living crisis and the affect

 this has on mental health, highlight the positive stories surrounding the recovery

 phase of the pandemic and showcase the changing conversations around mental

 health in the workplace. Showing how prevention is key, the programme will also

 explore the importance of educating the digital first generation at an early age, 

provide information to empower individuals to understand and manage their own

 mental health and will highlight the role of the NHS and local community initiatives.”

Please watch this programme:

Mental health awareness days - Mental Health UK (mentalhealth-uk.org)

Pharmacological principles
The same universal principles that apply for all patients should also be followed in relation to pharmacology for both these client groups. 
Most psychiatric disorders use both psychosocial and pharmacological interventions.  In relation specifically to mental health patients who use medication to help manage their illness, concordance may be an issue, especially for those whose symptoms are severe. Not taking a prescribed medication can lead to a worsening of the illness, further interventions and admission to hospital. The input and expertise of a pharmacist is said to be good practice when prescribing and monitoring a medication for severe mental health conditions. (RCP, 2022).
There are four main types of medication for mental health problems.
· Hypnotics and anxiolytics– These medications can be prescribed for severe anxiety or insomnia (difficulty getting to sleep or staying asleep). 
· Antidepressants – usually for moderate to severe depression. Some are also licensed to treat anxiety, phobias, bulimia and some physical conditions including managing severe pain. 
· Anti-psychotics – to reduce the symptoms of schizophrenia, schizoaffective disorder, psychosis, and sometimes severe anxiety or bipolar disorder, as well as the psychotic symptoms of a personality disorder. Some are also licensed to treat physical problems, such as persistent hiccups, problems with balance and nausea (feeling sick); agitation and psychotic experiences in dementia. This is only recommended if there is a risk to self or others, or in severe distress. 
· Lithium and other mood stabilisers - They are licensed to be used as part of the treatment for: bipolar disorder, mania and hypomania, recurrent, severe depression and schizoaffective disorder. Lithium, anticonvulsants and antipsychotics are the three main types of medication which are used as mood stabilisers.
(MIND, 2022)
When working with people with learning disabilities, it is important to consider their ability to take oral medications, particularly in tablet form, as some may have dysphagia or other musculoskeletal or sensory issues that make swallowing tablets problematic. Liquid forms of medications can be considered, or patches, or instance. Since it is known that adults with autism re more likely to be both over and underweight than the general population, this should be taken into account when considering dosage. 
The overmedication of people with learning disabilities and/or autism has been an issue for many years (Branford et al 2018), in particular the use of psychotropic drugs without a clear association with their primary indication. Prescribing such medicines as an intervention for challenging behaviour, without considering physical and environmental/contextual causes for the behaviour is also an ongoing problem. The STOMP campaign was set up to address this as part of the Transforming care agenda. NHS England » Stopping over medication of people with a learning disability, autism or both (STOMP)
Practitioners need to be aware of the issue of over-medication and other available  interventions to ensure that questions are asked before medication is prescribed as a default, and to make sure that people receive holistic, high quality care.


Conclusion
Working with people who are mentally unwell, have a learning disability or are autistic requires a high degree of self-awareness; enhanced and advanced communication skills, as well as a deep understanding of the conditions. This chapter cannot possibly cover the depth or breadth of information that is really required to fully appreciate the needs and complexities of these populations. However, we hope that by highlighting the principles that underpin the work such as parity of esteem, diagnostic overshadowing, including unconscious bias, some of the risks, red flags and providing information on what to look out for along with some suggestions for resources and interventions, the chapter will encourage clinicians to consider the needs of these groups and focus some more attention on their particular needs.
There are of course experts in the fields of mental health, autism and learning disability who can and should be consulted, and often a multi-disciplinary approach is called for when working with individuals who are mentally unwell, have a learning disability or are autistic.
Good quality care for these groups hinges upon a commitment to therapeutic communication, holism, making reasonable adjustments and providing person-centred care, as well as an appreciation of the value of all individuals. Only then will we begin to address the huge health inequalities that still exist for these individuals and achieve true parity of esteem. 
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